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F 000 | INITIAL COMMENTS F 000
A recertification survey and complaint
: investigation #34977 were completed on
December 1, 2014, through December 3, 2014,
at Huntsville Manor. No deficiencies were cited
related to complaint investigation #34977 under
42 CFR Part 483 Requirements for Long Term
Care Facilities.
F 164 | 483.10(e), 483.75(1)(4) PERSONAL F164|  Fl64 483.10(), 483.75(I)(4) Personal
58=D | PRIVACY/CONFIDENTIALITY OF RECORDS Privacy/Confidentiality of Records
The resident has the right to personal privacy and Corrective actfon(s) accomplished for

those residents found to have been

i confidentiality of his or her personal and clinical affected by the deficient practice:
| records. 1. Onl2/2/14at 1:10 pm.
; initiated transfer of rooms for
. . . resident #24, Transfer
Pers_onal privacy mclu.des accommodations, completed by Social Service
medical treatment, written and telephone Direetor.
communications, personal care, visits, and _ 122
meetings of family and resident groups, but this Completion date:: /14
does not require the facility to provide a private Identify other residents having the
room for each resident. potential to be affected by the same
deflcient practice and what corrective
Except as provided in paragraph (€)(3) of this action taken: ) o
section, the resident may approve or refuse the 2 The Social Service Director

completed a 100% facility audit

E'elggse of per&:.onal and gl_inical records to any of rooms fo cnsure that we were
IndIVIdual OUtSlde the faCIhty. in comp[iance of our room
assignment policy.
The resident’s right to refuse release of personal
.. Completion date;
and clinical records does not apply when the pletion date 1243414
resident is transferred to another health care Measures/systematic changes put In place
institution; or record release is required by law. to ensure that the defcient practice does
not recur;
- : . . 3 In-service b

} The facility must keep co‘nﬁdentlal all information De;:;‘e’f; zggﬁ;‘b‘;f‘
contained in the resident’s records, regardiess of Administrator and Risk
the form or storage methods, except when Manager on “Room
release is required by transfer to another Assignment Policy” with
healthcare institution; law; third party payment Nursing and C.N.A. stoff,

ealihcare inslitution; law; party paym Social Service Director, and

contract; or the resident, Admissions Director.

Z)
LABORATORY D[RE(?&‘S’OR PR?G SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DAT
{deca %@, PR e secs Hitan /2/23)

N []
Any deficiency statement ending/with an asterisk (*) denotes a deficiency which the institistion may be excused frorr? correcting providing it [s detemfined that
other safeguards provide sufficiént protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are dlsdn§able 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes,‘the above findings and plans of corraction are d:sdnsa_able 14
days following the date these documents are made avaifable to the facilily. If deficiencies are cited, an approved plan of comection is requisite to continued
program participation,
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failed to ensure privacy was maintained for two
(#126, #26) residents of thirty-four residents
reviewed. ’

The findings included:

Resident #126 was admitted to the facility on
September 23, 2014, with diagnoses including
Chronic Pain, Hypertension, General
Osteoarthrosis, Anxiety, Dementia, and
Depression.

Medical record review of the Admission Minimum
Data Set (MDS) dated September 30, 2014,
revealed the resident was independent in

: cognitve skills for daily decision making.

Observation on December 2, 2014, at 8:40 a.m.,
of the resident's room, revealed a bathroom
between the resident's room and 2 male
resident's room. Continued observation revealed
Resident #126 and #26 shared a room together.

Review of facility policy, Room Assignments,
revealed "...Arcom assignment is made on the
basis of the first available bed that satisfies the
resident's medicalftreatment requirements. The
following factors shall be considered when
making a room assignment...The sex of the
resident..."

Interview with Resident #126 in the resident's

room on December 2, 2014, at 8:40 a.m.,

Social Service Director will
conduct daily rounds that will
include review of Room
Assignment Policy being
implemented appropriately,

Monitoring of corrective action to ensure
the deficient practice will not recur;

4. Social Service Director will
conduct rounds 2x 4 week that
for next 4 weeks that will
include review of Room
Assignment Policy being
mplemented appropriately.

Review of the rounds by
Social Service Director will
be added to the daily SWOT
meeting for review and Risk
Marnager will review jn his
absence.

Fai]ure 1o adhere to facility
pyhcx will be considered a
violation. Violations will result
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F 164 | Continued From page 1 F164]  Gompletion date: 12/26/14
! {
i B
| This REQUIREMENT is not met as evidenced Room Assignment Policy has
by: be?n adq!ed to New Employee
Based on medical record review, facility policy Orientation.
review, observation, and interview, the facility Completion date: 1214114
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F 164 | Continued From page 2 F 164 o -
" e v . . . in disciplinary action in
i confirmed, "I don'tlike it." Continued interview accordance with the
| confirmed the male resident had opened the door facility progressive disciplinary
| while resident #126 was in the bathroom:. policy.
|
Report of overall findings and
. i . subsequent disciplinary action,
Resident #26 was admitted to the facility on July if applicable, will be reported to
27, 2012, with diagnoses of Diabetes Mellitus the facility Quality Assurance
Type Il, Abnormality of Gait, Lack of Coordination, o omenittee (consisting of
Chronic Pain, Insomnia, and Person History of : ecical Director,
ronic Fain, ' ry ADON, NHA, Risk Manager,
Falls. MDSC, Pharmacy Consultant,
Registered Dietician, Wound
Medical record review of the quarterly Minimum Care }iﬁf::nﬁ:g{i‘fnimzru‘::
Data Set (MDS) dated August 25, .2014,lindic.a1ted or amendment of plan.
the resident was moderately cognitively impaired.
. . . i . 12/31/14
Interview with Resident #26 on December 1, - 3 Completion date:
2014, at 1:30 p.m., in the resident's room,
revealed the resident and the resident's
roommate (#126), had to share a bathroom with a
male, which was considered by the resudttlant to be F323 483.25(h) Free of Accident
{ "...embarrassing and not very dignified... Hazards/Supervision/Devices
Interview with the Administrator on December 2, gﬂmﬂ‘i’: ﬂcg':_ﬂ(s)::cmmpﬁihed for
. H 058 IeRidery oun O hrave Degn
201 4 at 2:10 p-m., in the conferencq room affected by the deflclent practice:
confirmed the sharing of bathrooms is a privacy 1. Resident #92 transferred to
issue. Cumberland Village on
F 323 | 483.25(h) FREE OF ACCIDENT F323 11/6/14.
§8=D | HAZARDS/SUPERVISION/DEVICES Completion date: 11/6/14
The facility must ensure that the resident Identify other residents having the
environment remains as free of accident hazards dpo!t]e:;ﬂntl to I::iam“;d :y tthe samteivc
as is possible; and each resident receives aetlon taheme e what correc '
adequate supervision and assistance devices to 2. Risk Manager will conduct
prevent accidents. 100% facility audit to
determine patients and/or
residents have adequate
supervision and/or assistance
devices to prevent accidents if
needed,
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F 323 ; Continued From page 3 F 323 Patients and/or residents
! . . \ identified will have their care
g:.ls REQUIREMENT is not met as evidenced plan reviewed and updated,
) . . . . 12126,
Based on medical record review, observation, ] Completion date: l4
and interview, the facility failed to provide
e ! . Measures/systemntic changes put in place
supervision fgr one (#92) r_esrdent of f_ive to ensure that the deficient practice doos
residents reviewed for accidents of thirty-four not recur;
residents reviewed. 3. ln-service began on
December 23, 2014 by Risk
: s . Manager Manager on “Safety &
The ﬁndlngs included: Supervision of Residents
. ) - Policy” with all staff.
Resident #92 was admitted to the facility on
February 21, 2014, with diagnoses including Completion dates
Alzheimer's Disease, Dementia, Hypertension, ompletion date: 12/26/14
and Depression. Risk Manager will add the
“'Safety & Supervision of
Medical record review of the fall risk assessment Residents Policy” to Employee
dated October 29, 2014, revealed the resident Orientation.
was at high risk for falls. Completion date: 120214
i Medical record review of the Nurse's Notes dated
October 29, 2014, revealed "...called to
! " X Monitoring of corrective action to ensure
room...upon entering found residents bf)th [#6 the deficient practice will not recues
and #92] on floor...[resident #6] stated "...got
tangled up in each other feet and fell together... 4. Risk Manager and Social
[no] injuries noted to either resident... Service Director will
conduct rounds 2x a week for
Review of the facility investigation for (resident ﬁ)p;;wxll ; weeks 1o ensure that
" . H approprizte supervision is in
#6) revealed "...[resident ffﬁ] and another resident place for anyone identified as
[#92] were noted on floor in [resident #6] - “Resident Sxfety & Supervision
room...no injuries noted at time of fall...[resident Concern”.
#6] stated that the other resident had come _ .
into...room and [resident #6] tried to divert ,‘f,‘;,“:::cfg‘;’;’;;;“gj,ﬁ{c?*
[resident #92] out and the other resident had Director will be added to the
pushed [resident #6] and they both fell...New daily SWOT meeting for
intervention; Stop sign to door..." review,
Interview with the Director of Nursing on
December 2, 2014, at 1:30 p.m., in the
conference room confirmed no supervision had
FORM CMS-2567(02-99) Previpus Versions Obsolete Event ID:92JB11 Facility ID; TN7601 If continuation sheet Page 4 of 6




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/05/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
445288 B. WING 12/03/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCDE
287 BAKER STREET
HUNTSVILLE MANOR HUNTSVILLE, TN 37756
{X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 4 F 323 ey il oo et
. been provided for resident #92 resulting in a fall violation. Violatiens will result
| for resident #6. in disciplinary action in
i accordance with the
F 520 483‘75(0)(1) QAA F 520 facility progressive disciplinary
$8=p ; COMMITTEE-MEMBERS/MEET policy.
QUARTERLY/PLANS
Report of overall findings and
subsequent disciplinary action,
0 . . if applicable, will be reported to
Afacility must maintain a quality assessment and the facility Quality Assurance
assurance committee consisting of the director of (QA) Ch«;ng;ait:e]e) (consistiog of
H i . P i DON, Medical Director,
?ur.?_m_g seclj'\.rlc?s. a ghys}:c:an desl;gnatefdt I:Jy the ADON, NHA, Risk Menager,
fac!lgtt}', anta f?t east 3 other members of the MDSC, Pharmacy Consultant,
acllity's siar. Registered Dietician, Wound
Care Nurse, 58D) to review lthe
The quality assessment and assurance need for dc;ﬂﬂh:lu;dl:an;ewenuon
committee meets at least quarterly to identify oramendient of plad.
issues with respect to which quality assessment
and assurance activities are necessary; and 5. Completion date: 12731714
develops and implements appropriate plans of
action to correct identified quality deficiencies.
A. State or the Secretary may not requirg FS$20 483.75(c)1) QAA Committee-
disclosure of the records of such commitiee Members/Meet Quarterly/Plans
except insofar as such disclosure is related to the Corrective action(s) shed
i H i orrective action(s) accomp or
compllance of such comrptttee with the those residonts found to hore b
requirements of this section. affected by the deficient practice:
1. Medical Director attended
Good faith attempts by the committee to identify QAA meeting on Deocmbl::F 13,
and correct quality deficiencies will not be used as t%;’rlr‘zc:r‘dg:ﬂ‘“” shect oblaine
a basis for sanctions. '
Completion date: 12716714
i i videnced Identify other residents having the
Th-IS REQUIREMENT is not met as & ¢ potentia to be affectod by the sane
by: . . . . deflctent practice and what corrective
Based on facility record review and interview, the actlon taken:
facility failed to provide evidence of a physician's 2. Thete is only 1 Medical
active participation in the facility's Quality Directot/Physician on staff.
Assurance (QA) process. Completion date: 12/26/14
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F 520 | Continued From page 5 E 520 Measures/systematic changes put in plnce
. s to ensure that the deficient practice docs
The findings included: not recur;
3. In-servicefreview co_nducted by
Record review of the QA Committee list of the Administrator W'ﬂ} Medical
members revealed the committee included the Director on State regulation 520
. . . . Quality Assessment and
Medical Director (MD), the Director of Nursing, Assurance and Current Medical
the Pharmacy Consultant, the Registered Director Contract/ Agreement,
Dietician, seven department heads/managers, ] .
and the Charge Nurse. Completion date: 12126114
. . Administrator and Medical
Record review of the 2014 QA Committee Director will coordinater time
meeting sign-in-sheets and meeting minutes and date for QAA meetings to
notes revealed the committee met on January 14, };:i%i?;:hntﬁ;t;inm“ of
2014, February 6, 2014, March 19, 2014, May 30, :
2014, July 25, 2014, August 11, 2014, September
3, 2014, October 31, 2014, and November 25,
2014. Continued review revealed the MD
attended one QA committee meeting on February Aaritoring of corrective action to ensure
. . . e deficlent practice will not recur;
B, 2014, and signed off as having reviewed the
QA Committee meeting notes for the meetings . .
4. Administrator will track
conducted on July 25, 2014 and August 11, 2014, Physictan attendance for QAA
which the MD did not attend. meetings and maintain a
tracking log. ({ongoing)
Interview with the Agjminlstratqr on Dec'em ber 3, Failure to adhere to regulations
2014, at 1:00 p.m., in the Administrator's office and contract agreement can
confirmed the QA Committee met monthly and as result in termination of contract.
needed to address identified issues, and the MD .
only attended the February 6, 2014, QA meeting Report of overall findings and
H i subsequent disciplinary action,
and signed off on two of the QA meetings the MD if applicable, will be reported to
did not attend, the facility Quality Assurance
{QA) Committee (consisling of
DON, Madical Director,
ADON, NEA, Risk Manager,
MDSC, Pharmacy Consultant,
Registered Dieticiar, Wound
Care Nurse, $SD) to review the
need for contimeed intervention
or amendment of plan.
5. Completion date; 12/26/14
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